Background: There is currently a lack of information about the ways in which standardized patients (SPs) are used, how programs that facilitate their use are operated, the ways in which SP-based performance assessments are developed, and how assessment quality is assured. This survey research project was undertaken to describe the current practices of programs delivering SP-based instruction and/or assessment. Method: A structured interview of 61 individual SP programs affiliated with the Association of Standardized Patient Educators (ASPE) was conducted over a 7-month period. A web-based data entry system was used by the 11 trained interviewers. Results: The two most common reported uses of SPs were learner performance assessment (88% of respondents) and small-group instruction (84% of respondents). Fifty-four percent of programs hired 51Á100 SPs annually and paid an average of $15 and $16 per hour for training time and portraying a case, respectively. The average reported number of permanent program employees, excluding SPs and temporary staff, was 4.8 (sd 03.6). The most frequently reported salary range was $30,001Á$45,000. Conclusion: We intend for these preliminary results to inform the medical education community about the functions of SPs and the structures of programs that implement these complex educational endeavors.
Since the development of the standardized patient (SP) in the early 1960s, the vast majority of medical schools in the United States and Canada have adopted this modality to instruct students, assess curricula, and/or certify skills. 1 The practice has become so widespread that the National Board of Medical Examiners (NBME) recently added an SP-based performance examination to its required certification process for all US medical doctors: the United States Medical Licensing Exam (USMLE) Clinical Skills Examination. 2 Although widespread, the use of SPs in the medical curricula seems to vary from informal and sporadic to formal and systematic. There is currently a lack of information regarding the ways in which SPs are used, how programs that facilitate their use are operated, how performance assessments are developed and how their quality is assured. Without such information, we are unable to investigate and establish best practices, develop standards for program operations, and continually improve our educational endeavors. In 2007, the Association of Standardized Patient Educators (ASPE) initiated a survey research project to fill this information gap for a better understanding of the uses of SPs in medical education. The goal of this survey research project was to describe the current practices of programs that deliver SP-based instruction and/or assessment. The primary research question was ''What are the functions of SPs and the structure of SP Programs in the US and Canada?''
Methods

Interview Protocol
A structured interview protocol was developed by a small committee led by an educational researcher (LH) with expertise in survey design and administration. The structured interview method was chosen due to the nature ) was used to direct the interview and collect data. A total of 204 questions were included, divided into the 10 sections described in Table  1 . The structured interview was developed to last up to 90 minutes. A separate 13-item interview protocol was developed for use if the institution did not have a formal SP Program. For purposes of this research, ''standardized patient'' was defined broadly as a layperson trained to instruct health care providers in communication and/or physical examination skills or a person who has been trained to portray a patient scenario for the instruction, assessment and/or practice of communication and/or examination skills of health care providers. A formal SP program was defined as an institution with one or more full time staff dedicated to the recruitment, training, and administration of SP-related activities.
Sample and Sampling Frame
The sampling frame was the 2005 Association of Standardized Patient Educators (ASPE) membership database. The unit of analysis was the institution, and the interviewee was a single representative from that institution who could provide accurate and detailed information about the use of SPs. An attempt was made to reach every ASPE-affiliated institution. However, the decision to participate was completely voluntary, and we were able to sample 61 of 117 affiliated institutions (response rate 052%). Reasons for nonparticipation included inability to identify appropriate institutional representatives, scheduling conflicts between the interviewer and participant, and the interview length. A list of participating institutions is provided in Table 2 . 
Data Collection
Eleven volunteer members of ASPE's Standards of Practice Committee conducted structured interviews of representatives from osteopathic and allopathic medical schools in the United States and Canada. The volunteer intervewers were all experienced SP educators who trained to conduct the structured telephone interviews. The training was led by the primary author (LH) and one of her doctoral students in educational research. Topics included telephone interviewing do's and don't's as well as a detailed review of the interview protocol. A pilot test was conducted to evaluate the protocol and, if needed, further prepare the interviewers. Specifically, members of the ASPE Board of Directors were interviewed and provided feedback on the interviewer's style, content of the protocol, and overall satisfaction with the process. This information was used to further refine the protocol. Several items were revised and others were deleted to reduce the length of the interview.
Institutions were randomly assigned to interviewers. The representative (or interviewee) was also sent a list of questions in order to prepare for the interview. The interviewer then arranged a convenient time for the survey during a preliminary call. Procedures were in place to 
Results
Sixty-one institutions participated in the survey. Due to technical difficulties, two interviews had to be repeated and four others were excluded from the analysis due to incomplete results. All but three institutions were located in the United States. See Table 3 for additional geographic information. All participants reported having a formal SP program defined as one or more full time staff persons dedicated to the recruitment, hiring, and/or training of SPs. The average age of SP programs was 13 years (SD 06.5), with a range of 1 to 32 years. Seventy-four percent (n 042) reported providing services for more than 1 institution or educational program. Figure 1 reports the types of learners these SP Programs reported serving.
Program Operations
The largest percentage of programs reported hiring between 51Á75 SPs annually (see Figure 2 ). SPs were used by the vast majority (n 050, 88%) of programs for assessing learner performance and small group instruction (n 048, 84%). A smaller majority also reported using SPs for class or lecture demonstration (n 036, 63%) and individualized instruction (n 032, 56%). Sixty-three percent (n 036) of participants reported providing an SP-based assessment intended to prepare students to take a national board or certification examination (i.e., USMLE Clinical Skills Exam).
The majority of participants (n 050, 88%) reported having developed SP cases internally for use within the program, while 72% (n 068) reported having used one or more cases previously developed by an external institution. When asked about policies and procedures for the SP program, a majority of participants (n 035, 66%) reported having no formal manual for program operations. 56% (n 032) reported having no policy restricting the number of hours and/or sessions the SPs could work. Most participants (n 048, 84%) reported that the performance of SPs (i.e., ability to portray a case, evaluate performance) within the program was evaluated for quality control purposes.
Space
When asked about locations for SP activities, 86% (n 049) reported having designated space available for program activities. 56% (n 032) reported that this space was shared for purposes other than SP-related activities. Eighty-two percent (n 047) of participants reported having a room or area from which encounters were directly monitored. About half of the interviewees (n 022, 42%) reported that the average size of an examination room for SP encounters was 8 feet by 10 feet. Eighty-nine percent (n 051) reported video recording SP encounters and of these, 88% (n045) reported having cameras mounted within the room/s. Twenty-nine percent (n 014) recorded with VHS, 47% (n024) recorded digitally, and 24% (n 012) used both technologies.
SP Recruitment/Training
When asked about recruitment and training of SPs, the majority reported that physical examination (n 042, 74%), references (n 032, 60%), and background checks (n 029, 55%) were not conducted prior to hiring applicants. Seventy-two percent (n 041) of participants reported requiring SPs to sign legal waivers, agreements, or related documents before working (i.e., consent forms, work agreements). The average number of reported hours of training required before a new SP performed a role was 5.5 (SD 05). Sixty-five percent (n 0 37) reported that the average number of training hours was variable based on SP experience and type of encounter or activity, with more training required for less experienced SPs and encounters with higher stakes. The average hourly rate paid to SPs for various roles ranged from US$15 to US$48 (see Table 4 ). 
Program Staff
The average reported number of permanent employees, excluding SPs and temporary staff, working within a program was 4.5 (SD 03.8) (see Table 5 ). Participants were asked a series of standard questions about as many as 3 program staff members (permanent paid employees, including faculty and non-faculty, full and part time, but excluding SPs and/or temporary workers). When all full time staff members were combined (n0123), the most frequently reported salary range was $30,001Á$45,000. The minimum reported range was US$15,001Á$30,000 and the maximum was US$105,001. When differentiating salaries by geographic region, the most frequently reported salary range for the Western United States was $US45,001Á$60,000. All other regions (including Canada) reported US$30,000Á$45,000 as the most common salary range. Table 6 displays reported salaries for staff by education levels.
Conclusions
These preliminary findings provide insight into current SP practices within 61 ASPE-affiliated institutions. Limitations of this survey research project include a weak response rate and underrepresentation of Canadian and osteopathic schools. Although this sample does represent 42% of all institutional members of the Association of American Medical Colleges (AAMC), these weaknesses limit our ability to generalize beyond the current sample of institutions. A related weakness includes our inability to provide data regarding reasons for non-participation.
According to our findings, these standardized patient programs were busy educational enterprises. The most common reported uses of SPs were the assessment of learner performance (88%) and small group instruction (84%). These programs provided opportunities for internal students and residents, as well as for external clients in the broader field of healthcare education. SP programs flourished in the 1990s, when 50% were first established. The majority of programs hired between 51Á75 SPs annually and paid an average of $15 and $16 per hour for time spent training and portraying a case, respectively. This rate was significantly higher for encounters requiring the teaching and/or evaluation of invasive physical exam skills. The number of hours required prior to case portrayal varied greatly between 2 and 20 hours (M 05.5, SD 05). Policies and procedures with regards to SP employment and safety issues also varied between programs. Approximately 1 in 4 programs did not require SPs to sign consent forms or work agreements in relation to their employment within the program. Our data reflected that SP educators comprised a diverse group of professionals serving a variety of educational roles, including Directors, Coordinators, Trainers, Technicians, and Administrators. The most common degree among all SP educators was a bachelors degree (or 4 years of college) followed by a masters degree. As expected, salary ranges reflected this diversity and varied according to role and educational background.
The extent to which these varied practices impacts the quality of educational programming is to be determined. Further research regarding the use of SPs will be needed to better understand issues of training, case portrayal, and quality assurance. Additionally, questions regarding best practices for case development and administration remain unanswered. Some sample questions to be addressed include: (a) Are health screenings necessary for SPs? (b) What policies and procedures are necessary when using SPs to teach and evaluate learners? (c) How is SP quality assured? (d) What is the effect of time of portrayal on SPs (fatigue, accuracy rate, etc.)? (e) What is the impact of training time on SPs performance? (f) What training methods are optimal for SPs learning to portray a role/evaluate performance/provide feedback/ etc.? (g) Does diversity in an SP pool matter? (h) What is the impact of case content on SP performance? Is there an optimal format for case materials? (i) What are the optimal qualities of an SP educator/trainer?
Although additional results from this project are forthcoming, we intend for these preliminary results to inform and guide the medical education community about the functions of SPs and the structures of programs which implement these complex educational endeavors. To date no such survey has been conducted which investigates the inner operations of SP programs. The current information affords us the opportunity to better understand and acknowledge the various SP practices in place. Our hope is that this information will stimulate further research and establish a foundation for setting program standards. As the use of SPs continues to expand and grow, additional research along with more transparent details regarding their function and structure will allow us to continually monitor, justify, and improve our educational endeavors.
